A 32-year-old nonalcoholic, nondiabetic male, who had a history of mild acute biliary pancreatitis one year back and who subsequently underwent laparoscopic cholecystectomy, presented with abdominal pain and abdominal distension for almost four months. He denied any history of trauma, alcohol use, pancreatogenic drug intake, fever, or jaundice. At presentation he had pallor, tachycardia, and ascites; rest of the systemic examination was unremarkable. The investigation revealed hemoglobin 10 mg/dL (normocytic-normochromic), total leukoleukocyte count 7500/ mm3 (eosinophil 3%), albumin 2.5 g/dL (reference value 3.5-5 g/dL), serum amylase 1356 U/L (reference value
30-118 U/L), and serum lipase 785 U/L (reference value 13-60 U/L). Results of serum calcium, fasting lipid profile, renal function test, and liver function test were within the normal range. The cross-sectional imaging revealed collections in subdiaphragmatic and pancreatic head and tail regions and dilated (6 mm) pancreatic duct (Figure 1) . Ascitic fluid analysis revealed hemorrhagic fluid with leukocyte count of 550/mm 3 (neutrophil 80%, eosinophil 5%, lymphocyte 15%), red cell count of 50000/mm 3 , total protein 2.2 g/dL, albumin 1.5 g/ dL, adenosine deaminase level 13.3 IU/L (cut-off value 40 IU/L), and amylase of 27120 U/L. Apart from it, a worm was also seen in ascitic fluid (Figure 2 ). T his is the first report of Brugia malayi detected in the ascitic fluid. The possible explanation of its presence in this amicrofilaremic patient who did not show any other symptom suggestive of filariasis is lymphatic blockage by filarial worms and rupture leading to seepage of microfilarias into ascitic fluid. Microfilaria of B malayi was differentiated from that of Wuchereria bancrofti by the presence of twodistinct nuclei in the tail region.
Three consecutive night samples of blood tested for microfilaria in our patient were negative. The chest x-ray was normal. He was diagnosed to have chronic pancreatitis with pancreatitic ascites and concomitant ascitic-filariasis. On retrospective questionnaire, he denied any features suggestive of filiariasis ever. He was hospitalized and managed by nil orally, total parenteral nutrition, octreotide, proton pump inhibitors, diethylcarbamazine (6 mg/kg in 3 divided doses for 12 days), and repeated aspiration of collection under radiological guidance. The repeat testing (Giemsa stain) of the centrifuge specimen of the ascitic fluid on day 7 did not reveal any microfilaria; however, the patient ultimately needed lateral pancreatico-jejunostomy for managing pancreatic ascites because the ascitic fluid kept on reaccumulating despite adequate conservative management for 25 days. Postoperatively patient improved, and he was asymptomatic on his last visit in October 2013.
